A patient is presented who underwent Ilizarov bone transport, following excision of part of the tibial shaft, for the treatment of chronic osteomyelitis of the tibia. The proximal segment of tibia being transported became infected. This resulted in widespread dissemination of infection throughout the anterior compartment of the leg. Under these circumstances infection carried a high risk of failure of this complex reconstruction. Following radical debridement a free muscle flap was used to achieve limb salvage.
CASE HISTORY
A 35-year-old man suffered a closed transverse fracture of the right tibia and fibula in 1983 following a motorcycle accident ( Figure 1 ). The fracture was fixed initially with an AO plate and screws. This became infected and the plate was removed 4 months later. Chronic osteomyelitis ensued and the patient was eventually left with a small but persistent anteriorly placed discharging sinus. The patient was fully mobile and able to return to his work as a tree surgeon.
Ten years later he was referred for an orthopaedic opinion regarding this sinus. A sequestrectomy was performed, leaving a gap in the anterior aspect of the tibia. An attempt was made to replace this gap by bone transport, pulling a portion of the anterior cortex distally, with an Ilizarov frame ( Figure 2 ). Unfortunately, after 4months it became apparent the transferred segment of bone was both dead and infected ( Figure 3 ).
Through an anterior approach this infected bone segment was removed along with the posterior cortex, leaving a 9 em gap in the tibial shaft ( Following referral to the plastic surgery department the infected anterior tibial compartment was debrided and the 15 em X 8 em wound with a 9 em bone gap was filled with a The anteromedial pin's course distally down the shin would divide the pedicle to the latissimus dorsi during the last 1-2 em of required bone transport. It was for this reason that the horizontal transport pins were replaced by vertical transport wires running underneath the muscle flap and brought out distally away from the vascular pedicle. Bone transport was then commenced, and continued satisfactorily, without damage to the pedicle.
Bone transport has been successfully recommenced, with radiographic evidence of new bone formation behind the transported tibial segment, filling in the bony gap. Amputation has been avoided.
DISCUSSION
Professor Gavril Ilizarov described how his circular external fixator could be used for bone transport in the mid 1960s. It is now widely accepted as a method of achieving limb lengthening and bridging large bony defects secondary to trauma',
350P
The technique is surprisingly well tolerated by the patient, with little associated pain. Reported complications of the technique include: pin tract infections and cellulitis; flexion contractures above and below the frame; limb oedema and bone tragment rotation with mal-union/.
Chronic osteomyelitis has been treated by excision of the infected bony segment and then replacement of this gap by bone transport, using an Ilizarov frame.'. The use of a free muscle flap with bone transport has also been previously reported". This combined approach tends to be used more in acute injuries with soft tissue and bone loss, where careful placement of the vascular pedicle to the muscle flap is important. Pin movement through the substance of the free muscle flap is possible without risk to the cover provided, but pin 'cheese wiring' of the vascular pedicle carries a very high risk of flap loss.
We could find no previous report of transport of an infected tibial segment with subsequent spread of infection throughout the anterior compartment of the leg. In this case limb salvage was achieved such that bone transport could be recommenced through a healthy tibial bed. In order to be regarded as fit for active service anywhere in the world military personnel are obliged to complete training which is physically arduous. Individuals who fail to complete such training are brought to the attention of their unit medical officer. Many of these episodes of failure are diagnosed as being due to heat stress. Whenever sustained hyperpyrexia with obtunded consciousness has been This case illustrates that an aggressive approach to surgery to debride an infected tibial wound and provide well-vascularized cover effectively achieved salvage of a limb that would otherwise have required amputation.
